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Fatal Pediatric Lead Poisoning — New Hampshire, 2000 


Fatal pediatric lead poisoning is rare in the United States because of multiple public 
health measures that have reduced blood lead levels (BLLs) in the population. However, 
the risk for elevated BLLs among children remains high in some neighborhoods and 
populations, including children living in older housing with deteriorated leaded paint. This 
report describes the investigation of the first reported death of a child from lead poison 
ing since 1990 (7). The investigation implicated leaded paint and dust in a home environ 
ment as the most likely source of the poisoning. Lead poisoning can be prevented by 
correcting lead hazards, especially in older housing, and by screening children at risk 
according to established guidelines (2 ) 


On March 29, 2000, a 2-year-old girl was seen at a community hospital emergency 


department with a low-grade fever and vomiting of approximately 1 day’s duration. The 
child had been well since arriving in New Hampshire from Egypt with her Sudanese 
refugee family 3 weeks earlier. Laboratory findings included a microcytic anemia (hemo 
globin: 7.6 g/dL; lower limit of normal: 11.5 g/dL) with occasional basophilic stippling of 
red blood cells. A throat swab streptococcal antigen screening test was positive. She was 
discharged from the emergency department with prescriptions for an antibiotic and 
antiemetic to treat presumed strep throat. However, her vomiting worsened, and she 
was admitted to the same hospital on April 17, and then transferred to a tertiary-care 
hospital the next day. On April 19, approximately 5 hours after the transfer, she became 
unresponsive, apneic, and hypotensive. She was intubated and placed on a ventilator. 
Computerized tomography of the head showed diffuse cerebral edema and dilated ven 
tricles. Later that day, the results of a blood test drawn on April 18 showed a BLL of 391 
yg/dL and an erythrocyte protoporphyrin level of 541 yg/dL. Chelation therapy was 
initiated with intramuscular British antilewisite and intravenous calcium 
ethylenediaminetetraacetic acid. Despite a decrease in her BLL to 72 pg/dL and treat 
ment for increased intracranial pressure, including surgical ventricular drainage, she 
remained comatose without spontaneous respirations, brain electrical activity, and in 
tracranial blood flow. She was pronounced brain dead on April 21 

An autopsy found diffuse cerebral edema. A hair sample lead concentration was 31 
ug/g in the distal centimeter and 67 pg/g in the proximal centimeter, indicating a large 
increase in lead exposure during the preceding month. Radiographs of the left knee were 
equivocal for growth arrest lines that can occur in chronic lead poisoning (3). A bone 
marrow sample showed no stainable iron, indicating iron deficiency. 
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Evaluation of Sexually Transmitted Disease Control Practices 
for Male Patients With Urethritis at a Large Group Practice Affiliated 
With a Managed Care Organization — Massachusetts, 1995-1997 
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To evaluate completeness and timeliness of reporting to MDPH, a database was 
compiled of 393 cases of laboratory-confirmed gonorrhea and chlamydia infections di 
agnosed in men during 1995-1997. This database also included 31 symptomatic urethri 
tis cases with positive chlamydia or gonorrhea tests that were included in the medical 
record review. The 393 case reports were matched with MDPH surveillance data by 
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name, date of birth, sex, specimen collection date, and disease type. Completeness of 
reporting was defined as the proportion of HVMA cases in the MDPH database. Time 
liness of reporting was defined as the interval between specimen collection and entry of 
the laboratory report into MDPH'’s database 
Among the 196 cases of symptomatic urethritis sampled, 181 (92%) were tested for 
chlamydia infection, 163 (83%) for gonorrhea infection, or 161 (82%) for both infections 
Sixteen (9%) specimens tested for chlamydia were positive. Fifteen (9%) tested for 
gonorrhea were positive. No specimen tested positive for both infections. All men with 
gonorrhea and 88% with chlamydia were prescribed CDC-recommended antibiotics when 
they initially presented with symptoms (before test results were available); the remain 
ing men were prescribed treatment within 5 days of initial presentation. Among urethri 
tis-associated cases, 11 (69%) of 16 positive for chlamydia and 14 (93%) of 15 positive for 
gonorrhea were matched with the MDPH database. Among the 393 cases positive for 
chlamydia or gonorrhea, 158 (78%) of 202 chlamydia cases and 156 (82%) of 191 gonor 
rhea cases in the HVMA database were matched with the MDPH database. Reports were 
entered into MDPH’s database within a median of 16 days (range: 1-268 days) after 
specimen collection 
jeported by: S Ratelle L ang, ML velan, MA, P Etkind, DrPH, Massachusetts Dept of 
Healtt ( ry, Brigham and Women’s Hospital, Boston 
MD, Harvard »dical School, Harvard Vanguard Medical Associates, Boston; R Blair 
Viartino, Harvard Vanquard Medical Associates, Wellesley, Massachusetts. Div of STD 
revention, National Center for HIV, STD, and TB Prevention; and EIS officers, CDC 
Editorial Note: M 


men with symptomatic urethritis for chlamydial and gonococcal infection. The proportion 


ost HVMA providers followed the CDC recommendation (4) to test 


of symptomatic urethritis associated with gonorrhea or chlamydia was consistent with 
another U.S. study (6); however, the HVMA testing practices were not consistent with 
earlier reports that MCO-affiliated providers may defer diagnostic testing because of 
cost constraints (7). HVMA-sponsored STD education for the provider and feedback 
from patients may have promoted testing at this practice. Introduction of more acceptable 
urine-based STD tests also may have increased testing rates 

The finding that most providers prescribed CDC-recommended treatments for ure 
thritis (8,9 ) was not consistent with anecdotal reports that MCO-affiliated providers may 
defer expensive single-dose treatments that may improve patient adherence because of 
cost or formulary constraints (7). Interventions at this group practice that may have 
encouraged use of CDC-recommended treatments stemmed from collaboration with 
MDPH, which resulted in having these drugs available in the MCO formulary, listing CDC 
recommended treatments on positive test reports and case report notices, and MDPH’s 
disseminating CDC STD treatment guidelines to HVMA providers during the study 
period. Completeness of HVMA case reporting was higher in this study than in others 
(70). Providers may not report STD cases because of a lack of staff dedicated to report 
ing, time constraints, an inability to bill for reporting, concerns about confidentiality, and 
lack of awareness of reporting requirements (7). Interventions at HVMA that may have 
enhanced reporting completeness include 1) a central reporting system that did not 
require provider time; 2) electronic transfer of test results to the IC practitioner; 3) use of 
electronic records to verify prescribed and dispensed prescriptions; 4) HVMA’s produc 
tive relation with MDPH; 5) Internet and newsletter communications to providers about 
rates of STDs in MCO members; and 6) a commitment to public health reporting. 
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Racial Disparities in Median Age at Death of Persons 
With Down Syndrome — United States, 1968-1997 


Down syndrome (DS) is the most common identified cause of mental retardation in 
the United States (7). The prevalence (approximately one in 800 live-born infants) is 
similar among all racial groups (2). Survival for the first year of life for infants with DS 
has improved dramatically during the last 50 years, from <50% in a 1942-1952 birth 
cohort (3) to 91% in a 1980-1996 cohort (4 ). Most studies of survival in persons with DS 
have focused on white populations, and little information is available about possible 
disparities among racial groups. To investigate changes in the age at death among per 
sons with DS by race, CDC analyzed data from multiple-cause mortality files (MCMF) for 
1968-1997. This report summarizes the results of the analysis, which indicate that the 
median age at death of persons with DS increased substantially during this period, but 
this increase was much greater for whites than for blacks or other races. Identification of 
the causes for this racial disparity may permit development of strategies to improve the 
survival of persons with DS, especially those who are black or of other racial groups. 

MCMF compiled by CDC for 1968-1997 were used to study the median age at death 
among persons with DS by racial group (5). MCMF include demographic information 
about the decedent and codes for the underlying cause of death and co-morbid condi- 
tions listed on the death certificate. The underlying cause of death and contributing 
conditions are coded by the states and CDC using the /nternational Classification of 
Diseases, Adapted for Use in the United States (ICDA-8) or the Manual of the Interna 
tional Statistical Classification of Diseases, Injuries, and Cause of Death, based on the 
recommendations of the Ninth Revision Conference (ICD-9). From 1968 through 1978, 
MCMF used ICDA-8 and included up to 14 conditions; from 1979 through 1997, MCMF 
used ICD-9 and included up to 20 conditions 

All deaths that contained the code for DS (ICDA-8 759.3 or ICD-9 758.0) anywhere in 
the record were selected. Records of persons aged 0 that included the code for preg- 
nancy termination (ICDA-8 773 or ICD-9 779.6) were excluded. The remaining records 
were defined as “DS-associated deaths.” Race was determined from a code in each 
MCMF record that classified the decedent as either white, black, or races other than 
white or black. Linear regression was used to test the trend of median age at death by 
year and estimate & and its 95% confidence interval (Cl) 

MCMF for 1968-1997 contained records for 33,900 DS-associated deaths. Of these, 
64 deaths were excluded because they also were listed as pregnancy terminations. The 
remaining 33,836 cases represented 56 DS-associated deaths per 100,000 U.S. deaths. 
The racial distribution among persons with DS was 87.3% white, 11.0% black, and 1.7% 
other. Among all persons who died in the United States during this period, the racial 
distribution was 87.0% white, 11.9% black, and 1.1% other. 

Among all 33,836 DS cases, the median age at death increased from 1 year in 1968 to 
49 years in 1997, an average increase of 1.8 (95% Cl=1.8-1.9) years per year studied. In 
comparison, the median age at death in the general population increased from 70 to 76 
years or 0.2 (95% Cl=0.2-0.3) year per year studied. 

The median age at death for whites with DS increased from 2 years in 1968 to 50 
years in 1997, an average increase of 1.9 (95% Cl=1.8-2.0) years per year studied 
(Figure 1). For blacks during the same period, the median age at death increased from 0 
in 1968 to 25 years in 1997, an average increase of 0.7 (95% Cl=0.5-1.0) year per year 
studied. The median age at death for blacks with DS began to improve around 1982. For 
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FIGURE 1. Median age at death of persons with Down Syndrome, by race — United 
States, 1968-1997 





persons with DS of other racial groups, the median age at death was 0 years in 1968 and 
11 years in 1997, representing an average increase of 0.2 (95% Cl=0.1-0.3) year per 
year studied. The median age at death among those with DS of other races began to 
mprove around 1995. The median age at death increased more among persons with DS 
who were black after 1992 and among those who were of other races after 1995 than it 
did among whites 

yorted by: JM Friedman, PhD, Univ of British Columbia, Vancouver, British Columbia 


1al Center on Birth Defects and Developmental Disabilities, CDC 


Canada 


Editorial Note: The increase in the median age at death for persons with DS from 1 to 49 
years since 1968 reflects substantially improved survival. However, racial disparity still 
exists in DS survival, and further study is needed to determine the causes of this disparity 

The findings in this report provide little information about the causes for either the 
improvement or the racial disparity in median age at death. During the study period 
treatment of persons with DS changed markedly. In the 1960s, many were institutional 
ized and relatively few lived with their families after early childhood (6). Today, most 
children with DS live with their families, and older persons with DS often live in group 
homes or other facilities in the community (6). Medical care, especially treatment of 
congenital heart defects among persons with DS, also changed during the study period (7 ) 

The findings in this report are subject to at least two limitations. First, the study is 
based on death certificates (8 ). The causes of death on death certificates may be incom 
plete or inaccurate, especially for medical conditions not usually resulting in death and 
for deaths occurring outside hospitals (9). In particular, DS may not be reported if the 
certifying physician did not feel that it caused or contributed to death. Incomplete report 
ing of DS is likely in this study because only approximately half the expected number of 
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DS-associated deaths was observed, assuming a DS prevalence of approximately one in 
800 live-born infants (2). The proportion of death certificates that list DS as a diagnosis 
was similar among whites, blacks, and others, suggesting that the results were not influ 
enced by differences in reporting the diagnosis among persons of different races. Sex 
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Update: Influenza Activity — United States and Worldwide, 2000-01 Season, 
and Composition of the 2001-02 Influenza Vaccine 

The 2000-01 influenza season was mild in the United States and was the first season 
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FIGURE 1. Number* and percentage of respiratory specimens testing positive for 
influenza reported by World Health Organization and National Respiratory and Enteric 


Virus Surveillance System collaborating laboratories, by week and year — United 
States, 2000-01 season 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending June 2, 2001, with historical data 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 2, 2001, and June 3, 2000 (22nd Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 2, 2001, and June 3, 2000 (22nd Week) 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending June 2, 2001, and June 3, 2000 (22nd Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending June 2, 2001, 
and June 3, 2000 (22nd Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
June 2, 2001 (22nd Week) 
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Erratum: Vol. 50, No. 20 


In the Notice to Readers, “Deferral of Routine Booster Doses of Tetanus and Diphthe 
ria Toxoids for Adolescents and Adults,” three errors occurred. The second sentence of 
the first paragraph should read “Aventis Pasteur (Swiftwater, Pennsylvania) is the only 
major manufacturer of tetanus and diphtheria toxoids (Td) in the United States.” The last 
sentence of the second paragraph should read “Td use should follow existing recom 
mendations for ali other indications, which include 1) persons traveling to a country 
where the risk for diphtheria is high*; 2) persons requiring tetanus vaccination for pro 
phylaxis in wound management; 3) persons who have received <3 doses of any vaccine 
containing tetanus and diphtheria toxoids; and 4) pregnant women who have not been 
vaccinated with Td during the preceding 10 years.” The fourth sentence in the fourth 
paragraph should read “For persons with >3 doses of tetanus toxoid-containing vaccine 
and severe or contaminated wounds, Td should be given only if >5 years have passed 
since the last dose of tetanus toxoid-containing vaccine.” 
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